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INITIAL COMMENTS

This visit was for the investigation of one (1) State
complaint.

Complaint Number:

INO0157518

Unsubstantiated; Lack of Sufficient Evidence;
Unrelated deficiency cited.

Date of survey: 1/14/15

Facility number: 005109

Surveyor:

Jennifer Hembree RN
Public Health Nurse Surveyor

QA: claughlin 02/10/15

410 IAC 15-1.5-4 MEDICAL RECORD
SERVICES

410 IAC 15-1.5-4 (e)(1)

(e) All entries in the medical record
shall be:

(1) legible and complete;

This RULE is not met as evidenced by:
Based on document review and interview, the
facility failed to ensure medical records were
documented completely for 3 of 5 patients
(patients #2, 4, and 5).

Findings include:

1. Facility policy titled "Corporate Clinical Policy
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and Procedure" effective 12/6/12 states that an
admission Physical Assessment will be
performed within 12 hours of admission and a
Complete System Review and Assessment by an
RN will be performed within 24 hours.

2. Facility policy titled "Documentation of Intake"
last reviewed/revised 9/25/13 states under policy:
"The Food and Nutrition Services Department,
will record the fluid intake and meal consumption
information of patients as part of the hospitality
associate program." and under procedure: "5. If
the facility does not have a hospitality associate
program recording of meal and fluid consumption
and calorie count information will be the
responsibility of nursing."

3. Review of patient #2 medical record indicated
the following:

(B) An issue was found with documentation of
meal consumption on day of discharge 8/8/14.
The record lacked documentation of breakfast or
lunch intake on 8/8/14 and the patient was
discharged at 4:00 p.m.

4. Review of patient #4 medical record indicated
the following:

(A) An issue was found with documentation of
meal consumption for 8/8/14. The record lacked
documentation of breakfast or lunch intake on
8/8/14 and the patient was discharged at 2:30
p.m.

5. Review of patient #5 medical record indicated
the following:

(A) The medical record lacked evidence of a
complete system review and assessment by an
RN within 24 hours per facility policy. There were
no lung assessments documented throughout the
2 day hospital stay.
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6. Staff member #6 (Nursing Administration
RN/Data) verified the missing information in
medical records for patients #2, 4, and 5 as
indicated above in interview at 12:45 p.m. on
1/14/15.

7. Staff member #5 (Food Service Manager)
indicated in phone interview at 1:50 p.m. on
1/14/15 that the meal consumption
documentation is the responsibility of nursing.
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